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two years’ duration. On microscopical examination after
removal, it proved to be fibrous alveolar cancer; both the
cellq and the fibrous alveoli were pigmented.
2. This patient was an Italian aged thirty-five. The
disease was of one year’s duration. When first seen he had
a large hard fungating tumour of the right breast, the
nipple being still preserved. The adjacent skin and other
soft parts were extensively invaded by hard, cancerous
nodules. The right clavicular and the axillary glands onboth sides were infiltrated. The right upper limb was
cedematous. The patient suffered much from dyspnoea.
Palliative treatment was adopted. He died of asthenia
three months later. At the necropsy the whole of the soft
parts of the front of the right side of the chest were infil-
trated by a very hard, quasi-fibrous growth of bright yel-
lowish-green colour. The muscles of the chest, the medias-
tinal glands, right pleura, and diaphragm were invaded by
growths of a similar nature, by direct extension. The righthydrothorax and the lung were collapsed. There were
metastatic nodules of similarly coloured hard growth in
the pancreas, both kidneys, and base of bladder.5 s
SUPPLEMENTARY NOTE TO A CASE OF RUP-
TURE OF AN AORTIC ANEURYSM INTO
THE SUPERIOR VENA CAVA.1
BY WILLIAM EWART, M.D., F.R.C.P.,
PHYSICIAN TO ST. GEORGE’S HOSPITAL, AND TO THE BELGRAVE HOSPITAL
FOR CHILDREN.
CASES of rupture of an aortic aneurysm into the superior
vena cava are so uncommon and difficult of diagnosis that I
may venture, even at this late date, to supplement with a
few additional facts and remarks the valuable account given
by Dr. Sisley in THE LANCET of June 15th, 1889, of a
case which occurred under my care. A similar case was
recorded by Prof. Gairdner in THE LANCET of June 22nd,
1889, and I quote his concluding observations, because they
point very clearly to the physiological interest which attaches
to this rare form of disease: "The respiration became
decidedly noisy before death, without, however, any sense
of paroxysmal or other dyspnoea. The stertor was quite
as much cerebral as arising from pressure on the air-
passages. The death, in fact, seems to have been greatly
due to failure of the respiratory reflexes, and not to any
sudden change in the condition of parts in the thorax."
In connexion with my case it should be stated that, at the
post-mortem examination, the superior vena cava was found
to be quite patent. The area of the opening of communica-
tion between the vein and the aneurysm was little less than
that of a sixpenny coin. A single crescentic flap was re-
flected downwards into the vein and remained somewhat
stiffly in apposition with its inner wall, indicating the
degree of lateral pressure which had existed within the vein
after the rupture. The lungs were congested. The medulla
was not, to the naked eye, abnormal. When the patient
(then in bed) was first seen by me, the cyanosis of the head
and neck was purplish-blue; but before his admission into
the ward it had been several shades deeper, and was then
described as " blackish-blue. " The large veins were full; I
did not at that time notice any pulsation in them. The
radial pulse was very full, regular, and only slightly
quicker than normal. Respiration was not impeded, noisy,
or notably accelerated. Inspection, palpation, and per-
cussion failed to detect any abnormality beyond somewhat
deficient expansion of the chest; the double cardiac
murmur was the only abnormal sound heard. I con-
cluded that the pressure which was obviously bearing
upon the superior vena cava, or upon both innominate
veins, was most probably due to an intra-pericardial
aneurysm, and that it might be relieved by copious vene-
section. During the performance of that operation the
blood spirted with unabated force, and venous pulsation
was noticed; the patient meanwhile became restless and
confused, attempted to sit upright, and experienced a sudden
call to micturate. With the gradual onset of stupor a few
minutes later, the respiration became very noisy. At this
5 Lawrance’s case, Med. Chir. Trans., vol. iii. p. 72.
1 See THE LANCET of June 15th, 1889.
stage the pupils were dilated. The breathing was frequent,and accompanied with a remarkably loud and long expira-
tory nasal stertor. Although there was but little inspiratory
effort, each expiration was associated with powerful and
sustained contractions of the abdominal muscles. This.
noisy expiratory byperpncea continued without material
change until death. No general convulsions occurred.
Remarks.-Although the conditions present in this case
were pathological, and therefore more complicated tham
those of a purely physiological experiment, they lend
themselves fairly to physiological analysis, and they maybe studied under the following headings :-
1. Effects upon the venous circulation. -The clinical
history affords evidence that, in spite of slight occasional
symptoms of pressure, the bulging of the aneurysm into the
superior vena cava had been tolerated up to the time of
rupture, and that the sudden onset of extreme cyanosis of
the head and neck may be safely ascribed to that accident
as a cause. The mechanism of production of the cyanosis.is sufficiently clear. The systolic blood wave, propagated
through the patent orifice of communication, told power-
fully upon the column of venous blood, periodically hindering
its descent into the auricle. Regurgitation of arterial
blood into the tributary veins may have taken place at.
first, but it probably soon encountered in the venous
tension an increasing resistance. Venesection had the
effect of lessening the latter temporarily, and under its
influence venous pulsation occurred, and probably for a,
while some regurgitation also.
2. Effects upon thepulmonary blood- sitpply. -The passage
of arterial blood into the right auricle had no obstacle of
this kind to overcome, and was favoured by the diastole of
the auricle coincident with the ventricular contraction. It
may therefore be assumed that, at each systole of the heart,
the volume of arterial blood which penetrated into the right
auricle, and subsequently underwent a second aeration in
the lungs, was at least equal to the volume of venous blood
which was thereby excluded from the heart. Thus the put-
monary arteries must have contained mixed blood, of less.
venous character, and therefore less stimulating to respira-
tion, than normal; whilst the blood within the pulmonary
veins would have possessed at least the normal arterial
standard.
3. Effects upon the medulla and its respiratory functions.-
In the medullary centres the vascular changes induced by
the rupture of the aneurysm must have been (a) an improved
supply of oxygenated blood, (b) an imperfect removal, and
an unusually high pressure of venous blood. This com-
bination would afford an adequate explanation for the
coexistence, observed in my case, and also recorded in
Prof. Gairdner’s case, of intense cyanosis, and of complete
freedom from active dyspnoea; the amount of oxygen having
been sufficient, at least in the early stages, to counteract the
stimulating effect of an excess of carbonic acid. But in addition
to the chemical stimulusof the gases in the blood, the medulls
was soon subjected to a progressive form of mechanical
stimulation due to the increasing dilatation of its veins. It
is conceivable that the expiratory hyperpnoea which was
subsequently developed in my case may have resulted from
this cause. In whatever way it was produced it presented
a close analogy to the expiratory type of breathing which is.
observed in the second stage of asphyxia by tracheal occlu-
sion, differing, however, from this in its longer duration, in
the persistent supply of oxygen, and in the absence of
general convulsions.
Prof. Gairdner gives prominence in the report of his case
to the stertor, without, however, describing its kind.
Further information as to whether the stertor was of the
inspiratory or of the expiratory variety, and as to the
presence or absence of any expiratory hyperpncea, would be.
of much value in connexion with the subject of this coni-
munication.
In conclusion, the ultimate effects, on the respiratory
function, of the forcible injection of aortic blood into the
superior vena cava were clearly a depression of the inspira-
tory activity of the respiratory centre and a great increase
in its expiratory activity. These may have been the
outcome of complicated influences, such as I have suggested,
exerted primarily on the medullary centre. But I suspect
that the expiratory hyperpnoea was in great measure.
secondary to a peripheral irritation of the vagus in itsbronchial and in its laryngeal distribution. As tributaries
of the superior vena cava the veins of the laryngeal mucous
membrane could hardly have escaped considerable blood-
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pressure, and the bronchial veins were probably more
exposed to pressure and to possible reflux than any other
veins, owing to the fact that their parent veins (the left
innominate and the vena azygos) arise near the heart, and
are at their origin unguarded by valves. Severe congestion
must have been occasioned in this manner within the
sensitive respiratory membrane, and this alone may havesufficed to excite a sustained expiratory reflex such as I
have described.
Clinically the case is of importance (1) because it shows
that the mere removal of sixteen ounces of blood does not
suffice to ward off the fatal consequences of the rupture;
(2) because it suggests that death is probably due to the
pressure of the blood within the cranium rather than to the
quality of the blood; and (3) because it also shows that, in
spite of the existence of some collateral circulation (which
was, in my case, evidenced by the much slighter degree of
the cyanosis in the upper limbs than in the head), the pro-
gressive increase of the intracranial pressure is likely to be
too rapid for the establishment of a sufficient collateral relief.
Diagnosis in obscure cases, such as the present one, where
the aneurysm is latent, is aided by the suddenness and in-
tensity of the cyanosis, coupled with the relative freedom
from dyspnoea. It would be greatly aided by the existence
of a well-marked venous pulsation; but, judging from my
experience in this case, I doubt whether pulsation will be
found present in every oase at the time when venous tension
is at its height. If venesection should be resorted to, an
arterial character of the blood flowing from the vein would
be likewise almost conclusive. I am not prepared to state
definitely from memory that, in this case, the colour of the
blood spirting from the vein was brighter than appeared
consistent with the degree of the cyanosis; such is, however,
my strong impression of what occurred.
As regards prognosis, by far the most important quan-
tity-namely, the size of the rupture-is incapable of being
ascertained during life. The same must be said also of the
next important factor-viz., the size and capabilities of the
collateral channels, and especially of the communications
between the vena azygos, on the one hand, and the inferior
vena cava and its lumbar and renal branches on the other.
In estimating the possible duration of survival these impor-
tant anastomoses should not be overlooked. In cases of
gradual erosion, preceded by pressure sufficient to obliterate
the channel of the superior vena cava,2thev would probably
enable the circulation to be carried on. ’For in itself the
partial reversal of the route followed by the blood does not
give rise to so serious a form of contamination as that
suffered by the blood in congenital cyanosis. But where
the rupture is sudden and extensive, the chances of the
mechanical distribution of the blood being spontaneously,
or by the help of any method of treatment whatsoever,
restored to and maintained in a condition of equilibrium, even




MEDICAL, SURGICAL, OBSTETRICAL, AND
THERAPEUTICAL.
CASE OF TETANUS OCCURRING TEN DAYS
AFTER DELIVERY.
BY HENRY PEACOCK, M.R.C.P., F.R.C.S.
M. B-, aged twenty-five, residing about three miles
from Gloucester, was attended by a midwife on March lst,
1888, the case being a primipara. The midwife sent for
rn,e after (as she said) the woman had been in labour for
forty-eight hours. On arriving I found that the pains had
ceased, and that the head was resting on the perineum,
which was very rigid and enormously distended. I at once
applied the forceps, and had little difficulty in delivering
her of a large and vigorous female child. There was a
slight laceration of the perineum at the fourchette, but not
involving the sphincter, or of sufficient consequence to
cause any particular notice. I saw her the following day,
2 Dr. Charlewood Turner’s case probably belonged to this class. See
Path. Soc. Trans., vol. xxxvi., p. 148.
and so well did she appear that I did not consider it neces-
sary to call again, and I left her in charge of her motherand a neighbour. On the tenth day after her confinement I
was called in, and found her in the following condition:
lochia and lactation natural, pulse 90, temperature 100&deg;.
I was told that she had been doing remarkably well
up to the eighth day, when she complained of a little
difficulty in swallowing and of stiffness about the neck.
I at once diagnosed an attack of tetanus; in fact, trismus
had set in, the jaws being so firmly closed that it was
impossible to open the mouth without using the handle of a
spoon as a lever. The muscles of the neck were thrown
into agonising spasm on the slightest motion or on any
attempt made to touch her; the head was thrown back
(opisthotonos), and her expression exhibited the " risus
sardonicus" in a remarkable degree. A turpentine enema
was at first administered, and a strong chloroform and
opium liniment rubbed on the neck and back. On my next
visit, a few hours later, I threw up by the rectum thirty
grains of the hydrate of chloral, and gave the same drug by
the mouth in fifteen-grain doses every four hours. On my
visit next day, I found the paroxysms somewhat less, and
there was a little less difficulty in opening the mouth. My
friend Mr. Cuthbert, surgeon, of Gloucester, who took a
kindly interest in the case, accompanied me in my next
visit, and agreed with me that the same treatment should
be persevered in, although he expressed little hope of the
patient’s recovery. On the next day (the third from the
attack), the tetanic spasms were more violent, but she was
still able to take nourishment in the shape of beef-tea and
milk. I injected hypodermically a quarter of a grain of
morphia, and still continued the chloral every four hours.
Sound sleep followed the morphia injection, and the
violence of the spasms was somewhat abated and occurred
less frequently. On my next visit with Mr. Cuthbert, we
found her much worse, the pulse 120 and temperature 100&deg;.
On the fourth day from the attack the paroxysms were less
violent, but the diaphragm and abdominal muscles were
affected, and death took place the same night, evidently
from exhaustion.
Now on referring to old and modern works on obstetric
medicine, I cannot find any record of tetanus following
delivery, and I am at a loss to account for the cause. The
laceration of the perineum would naturally suggest that it
was a decided case of traumatic tetanus, but as slight and
even severe lacerations are so frequent in primiparae one
would look to some other cause, and as puerperal disease
had been prevalent in the neighbourhood for some months
previously, might not a peculiar state of the nervous systembrought on by the epidemic influence predispose to the
attack ? or was it caused by the perineum having been so
long in a distended state with such direct pressure and
stretching of the cutaneous branches of the pudic nerve ?
Such cases are certainly very rare, for in a practice of
nearly fifty years I have never witnessed one like it.
Gloucester.
ILL EFFECTS OF ANTIPYRIN.
BY THOMAS WINGRAVE, M.R.C.S. ENG.
OWING to the indiscriminate way in which antipyrin is
now being administered for an endless variety of diseases, I
think that all cases should be recorded in which unpleasant
symptoms arise from its administration. The following are
brief particulars of a case now under my care.
A young lady aged twenty-one, has been under my care
suffering from chronic ovaritis, associated with intense
dysmenorrhoea. In addition to treatment by bromide of
ammonium and tincture of gelseminum (which, by the way,
were fairly successful in reducing the pain), I had given her
some powders consisting of ten grains of antipyrin, one of
which was to be taken when the paroxysms became severe.
On July 25th last she took one of these (the first) ;
about five minutes afterwards she experienced a very
curious sense of heavy weight in the thorax, with a feeling
of suffocation, her breathing became hurried and difficult,
and there followed almost immediately a loss of power in
the left side (the right side was slightly affected) ; in a
few minutes a peculiar, very bright erythema appeared over
the whole surface of the body, the patient appearing, as her
mother said, "just like a boiled lobster." This rash was
accompanied by a sensation of "pins-’and-needles" down
